Crohn's disease (CD) is a chronic inflammatory bowel disease with variable clinical presentation. An aggressive fistulizing pattern is possible and over one-third of CD patients will experience recurring fistulas during their disease course. 1 Fistulization is a manifestation of the transmural nature of this disease, 2 but fistulas to the epidural space are quite unusual. 3 Herein we report a case of a male patient who presented to the medical emergency department with meningitis. Physical examination revealed multiple perianal and an abdominal fistula and subsequent complementary studies confirmed the presence of CD.
(689 G/L), and increased C-RP levels (20 mg/dL to a normal of Ͻ1 mg/dL). A head computed tomography (CT) scan revealed diffuse cerebral edema and lumbar punction was not performed initially. The patient was given, empirically, intravenous meropenem, vancomycin, and metronidazole. Two days later a lumbar puncture was unsuccessfully tried. Since the clinical symptoms and signs were highly suggestive of meningitis and the patient was recovering very well with antibiotic treatment the lumbar puncture was deemed dispensable. When the patient recovered he revealed that the perianal fistulas appeared 7 years ago and the abdominal fistula in the last 6 months but he hid this findings from his family and never sought medical help. A certain degree of mental impairment was obvious.
After full recovery, a colonoscopy was performed and revealed severe inflammation of the rectum with a small orifice at the posterior wall corresponding, probably, to a fistulous tract. A similar process of severe inflammation was also present at the terminal ileum. Endoscopic and histologic findings were compatible with CD. Severe transmural thickening of the ileum and a fistula between the small bowel and the abdominal wall were clearly visible at abdominal CT scan. Magnetic resonance imaging (MRI) revealed a complex perianal suprasphincteric fistula with a posterior direction, ending on a presacral and precoccygeal abscess ( Fig. 1) with periradicular leptomeningeal infiltration. MRI also revealed a second epidural abscess at the level of L1-L2 (Fig. 2) .
The patient was maintained on therapy with ciprofloxacin and metronidazole. Ileocecal resection was performed with drainage and curettage of presacral/precoccygeal abscess. A temporary ileostomy was created and at the last radiologic control both abscesses had disappeared.
The incidence of spinal epidural abscess increased in the last decades. 4 A significant improvement in outcomes occurred in the last years but, even so, there is still a 15% mortality rate and 38% of patients remain with neurologic dysfunction. 5 CD is not usually mentioned as a predisposing factor for spinal epidural abscess. 4 Only a few case reports have been published and some document an association with meningitis. 3,6 -9 Direct fistulization from the gastrointestinal tract is a potential source for infection in such cases. However, since a responsible fistula is not identified in all cases and there is a concurrence of vertebral osteomyelitis in a fairly significant number of these patients, it is possible that spinal involvement may result from hematogenous spread. 3 In our case, we had 2 distinct abscesses, 1 with a definitive fistulous communication with the affected rectum but the other with no visible fistulous communication to the small or the large bowel. Therefore, the presacral and precoccygeal abscess resulted from direct fistulization, but it is reasonable to assume that the abscess at the L1-L2 level could be the result of hematogenous dissemination.
It seems that there is a male predominance in patients with CD complicated by epidural abscess formation. Our case confirms this finding but, until now, no reasonable explanation was found for this male predominance. Maggiore et al 3 speculated that this observation could be the result of underreporting of all cases.
Meningitis and epidural abscesses are very serious complications and a prompt diagnosis is essential. Clinical findings such as persistent headache and/or persistent low back pain in a patient with CD are warning signs. A thorough radiologic investigation by MRI and/or CT must be promptly warranted in such cases to exclude potential lifethreatening epidural abscesses. Therefore, radiology is essential for diagnosis and if meningitis is suspected a lumbar puncture must be performed unless there is suspicion of raised intracranial pressure. In such cases a brain CT scan is common practice. Our patient had the "classic triad" of fever, stiff neck, and alterations in mental status. He also had multiple clinical signs of meningeal inflammation and intracranial hypertension such as Kerning's sign, Brudzinki's sign, and papilloedema. The diagnosis of meningitis was straightforward and lumbar puncture in these circumstances has the risk to cause brain herniation and could be postponed or not performed. 10, 11 We tried to perform it after a 48-hour delay but since it was unsuccessful and the patient was doing well, another attempt was deemed not necessary.
In our case there was no previous history of CD but only because the patient never sought medical help. Physical examination revealed some signs frequently related to CD, and abdominal and pelvic imaging by MRI clearly demonstrated the abscesses and the fistulization from the gastrointestinal tract. If the external fistulas were not present, the diagnosis would be more difficult. Although percutaneous CTguided drainage of epidural abscesses is feasible, 12 a surgical consultation is essential in the cases for which a fistulization is clearly demonstrated. In our case the abscess at the L1-L2 level disappeared only with antibiotic treatment, but surgery was necessary to resolve the presacral abscess. Temporary ileostomy was created in order to help the control of rectal and perianal fistulizing disease. Diverting the intestinal transit was also performed in 1 of the first reported cases of rectalepidural fistula. 6 In conclusion, this case demonstrates that even in the 21st century there is some reluctance to accept CD, especially in unfavored social backgrounds, in such a way that only a rare and special complication forced a patient to search medical attention for the first time. On the other side, it is important to remember that severe headaches and/or persistent low back pain in patients with CD, especially if the patient has fever, should warrant a prompt radiologic investigation to exclude neurologic involvement by fistulas and/or spinal epidural abscesses. 
Nuno Almeida, MD

To the Editor:
Campylobacter fetus is an uncommon cause of meningitis in adults. However, Gazaigne et al 1 have reported that bloodstream infection with C. fetus should be suspected in elderly patients, immunodeficient patients, and patients with cardiovascular damage. Moreover, the administration of steroids and infliximab is considered to be a risk factor that promotes bacterial infections. Here, we report a case of Crohn's disease (CD) that was complicated with C. fetus meningitis. To our knowledge, this is the first report of meningitis caused by C. fetus in a patient with CD.
A 40-year-old man was diagnosed with CD in 1988 and underwent right hemicolectomy and ileectomy in the same year due to perforation of the ileum. In the subsequent 2 decades he was treated with prednisolone (15 mg) and mesalazine (2250 mg). In 2008 he was admitted to another hospital because of massive bloody stool in the absence of any other abdominal symptoms. To treat the bloody stool the patient was medicated with infliximab. His bloody stool disappeared gradually but then reappeared 4 weeks later. Since the patient was in hypovolemic shock and required a blood transfusion, he was referred to our hospital. Initial blood tests performed upon admission revealed white blood cell counts of 14,800/mm 3 , red blood cell counts of 1.89 ϫ 10 6 /mm 3 , hemoglobin levels of 4.8 g/dL, and Creactive protein levels of 1.0 mg/dL. After conservative therapy the patient's condition improved promptly. However, on admission, the patient also had a high fever and a severe headache without neck stiffness. Although antibiotic therapy consisting of 6 g/day piperacillin was started, these symptoms did not improve. A lumbar puncture showed that the cerebrospinal fluid (CSF) had a cell count of 344/3 mm 3 with mononuclear and polynuclear pleocytosis, total protein of 33 mg/dL, and glucose of 68 mg/dL. C. fetus was isolated from the CSF, blood, and stool after culture. Consequently, 1 g/day erythromycin was administered. The patient's symptoms then improved promptly.
Three separate species of Campylobacter have been identified, namely,
